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State-Specific Prevalence of Obesity Among Adults with Disabilities — 
Eight States and the District of Columbia, 1998-1999 


The national health objectives for 2010 rank obesity among 
the top ten leading health indicators (/). Obesity increases 
the risk for type 2 diabetes, hypertension, dyslipidemia, car- 
diovascular disease, respiratory problems, certain cancers, gall- 
stones, osteoarthritis, and lowered life expectancy (2-4). The 
estimated annual cost attributable to obesity-related diseases 
is approximately $100 billion (5). Obesity among adults in 
the general U. S. population increased from 12.0% in 1991 
to 17.9% in 1998 (6). Little is known about the national or 
state prevalence of obesity among persons with disabilities. 
Obesity is not measured routinely or reported among per- 
sons with disabilities (7). To determine the prevalence of obe- 
sity among persons with and without disabilities, CDC 
analyzed data from the 1998 and 1999 Behavioral Risk Fac- 
tor Surveillance System (BRFSS) for eight states and the Dis- 
trict of Columbia (DC). The findings indicate that obesity 
rates are significantly higher among persons with disabilities, 
especially among blacks and persons aged 45-64 years. The 
findings suggest that public health messages and interven- 
tions should be targeted to persons with disabilities who are 
likely to become obese and to obese persons who are likely to 
become disabled. 

BRFSS is an ongoing, random-digit—dialed telephone sur- 
vey of the noninstitutionalized U.S. population aged >18 years. 
The survey consists of a list of questions, including self- 
reported height and weight, indicators used to calculate body 
mass index (BMI) (weight in kilograms divided by height in 
meters squared [weight (kg)/height squared (m2)]. Obesity is 
defined as BMI >30.0 kg/m? (5). 

For this analysis, data from the 1998 and 1999 BRFSS were 
aggregated to increase the precision of prevalence estimates. 
Disability-identifying questions were asked to 52,037 respon- 
dents in eight states (Alabama, Arkansas, lowa, Kansas, New 


York, North Carolina, Rhode Island, and South Carolina) 


and DC. Disability was defined on the basis of a qualifying 
response to either of the following two questions: “Are you 
limited in any way in any activities because of an impairment 
or health problem?” or “If you use special equipment or help 
from others to get around, what type do you use?” Responses 
to type of assistance included wheelchair, walker, cane, or 
another person. Responses of “don’t know” and “not sure” 
were coded as missing values. Previous analysis indicated wide 
variation in disability prevalence by state (7). BRFSS data for 
1998 show rates of disability ranging from 13.6% to 21.8%, 
with an overall age-adjusted rate of 17.1% in 11 states and 
DC. Prevalence of disability increased with age; 9.7% of those 
aged 18-44 years, 22.1% of those aged 45-64 years, and 
30.8% of those aged >65 years reported disability (7). 
Samples were weighted for age, sex, race/ethnicity, and 
nonresponse to the survey to estimate the noninstitutionalized 
civilian population of each state. SUDAAN was used to 
account for the multistage, stratified samples of this survey 
and to calculate 95% confidence intervals (CIs). Response 
rates calculated for participating states using the CASRO 
method (8) for 1998 ranged from 52.2% (New York) to 75.1% 
(Kansas) with a median of 60.9%; in 1999, response rates 
ranged from 45.0% (New York) to 66.3% (Kansas) with a 
median of 49.6% for the eight states and DC. The sample 
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TABLE 1. Prevalence of obesity* among adults for selected demographic 
groups, by disability status — Behavioral Risk Factor Surveillance System 
(BRFSS), eight states and the District of Columbia, 1998-1999 

No disability 
Weighted 
estimate 


The findings in this report are subject to at least 


four limitations. First, because BRFSS does not 





Sania sample persons aged <18 years or persons who 
Disability s 5 sil. F 








Weighted are in institutions, who are in households with- 


(95% Cit) (95% Cl) 





estimate out a telephone, who are hearing impaired, who 
Sex 

Female 15.3 +0.8 

Male 7.7 +1.0 
Age Group (yrs) 

18-44 15.4 +0.8 


have cognitive, speech, and other communication 
26,692,000 +2.5 


25,057,000 +2.8 


5,931,000 . aa ' oo vo } 
4.457000 U™Pairments, or w ho have limited stamina and 
cannot get to the telephone, findings in this 
29,610,000 +3.0 
45-64 19.5 +1.3 14,158,000 +2.9 3,829,000 
>65 14.5 +1.5 7,980,000 +2.7 3,506,000 ; ; 
Race ethnic groups was too small to make reliable state- 
Black 24.0 +1.9 7,605,000 +5.2 
White 15.5 +0.7 40,600,000 +2.0 
Other 13.1 +3.6 3,228,000 +9.5 
Ethnicity 
Hispanic 16.5 +3.7 
Non-Hispanic 16.5 +0.6 
Total 165 +06 
* Body mass index >30 kg/m~ 
Confidence interval 


3,053,000 report cannot be generalized to the U.S. popula- 


tion. Second, the sample size for specific racial/ 


1,562,000 specific generalizations. Third, the survey data are 
8,310,000 Pp . . ‘ one —. 
self-reported; such indicators of activity limita- 
ee ee ee 
tions and compensatory strategies used to iden- 
3,483,000 +9.0 
47,965,000 +1.9 


51,748,000 +1.9 


625,000 tify persons with disabilities have not been 
9,682,000 ’ 


validated as measures of disability, and persons 
10,388,000 ‘ 





might not report height and weight accurately, 
thus affecting the calculation of BMI (/0). 
Finally, CASRO rates for 1999 were substantially 


and interventions to prevent or reduce serious weight prob- 
lems among this population. 

These are the first state-level data obtained from BRFSS to 
estimate the rates of obesity among persons with disabilities. 
However, additional information is needed about the ante- 


cedents and consequences of obesity and disability. The cross- 


sectional design of BRFSS precludes determining whether 


respondents became obese before or after developing a 
disability. 

The prevalence of obesity observed in this survey is similar 
to findings of an analysis of BRFSS data about obesity in the 
general population (6). National Health and Nutrition 
Examination Survey data, which calculate BMI based on 
actual measures, indicate that 23% of persons without 
disabilities are obese compared with 30% of persons with 


disabilities. 


lower than those for 1998; although weighting controls for 
nonresponse, caution should be exercised in the interpreta- 
tion of results because missing data from nonparticipants 
might vary from those provided by survey respondents. 

Interventions for obesity should address lifestyle, nutrition, 
physical activity, and access to facilities designed to promote 
fitness. Additional data are needed about contributors to obe- 
sity among persons with disabilities, including dietary and 
lifestyle decisions; available food choices; physical activity; 
use of home-, school-, work-, and community-based fitness 
facilities; and participation in recreational activities. 
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TABLE 2. Percentage of adults that are obese’, by disability status and age group — Behavioral Risk Factor Surveillance System 
(BRFSS), eight states and the District of Columbia, 1998-1999 


18—44 yrs 45-64 yrs >65 yrs Total Total 
Disability No disability Disability No disability Disability No disability Disability No disability population 
State % (95%CIt) % (95%CI) % (95%CI) % (95%CI) % (95%CI) % (95%CI) % (95%CI) % (95% CI) % (95% Cl) 


Alabama 31.8 ( +7.8) 19.7 (+2.2) 27.1 ( +4.6) 23.8 (+3.3) 24.1 (+5.1) 13.4 (+3.0) 29.1 (+4.4) 19.8 (+1.6) 21.4 (+1.5) 
Arkansas 28.1 ( +6.3) 18.0 (+1.8) 35.4 ( +4.5) 22.6 (+2.5) 23.9 (+5.0) 14.6 (+3.3) 29.6 (+3.7) 18.8 (+1.3) 20.8 (+1.2) 
District of Columbia 32.0 (+10.5) 14.7 (+2.1) 48.7 (+11.4) 22.8 (+3.9) 24.0 (+7.5) 15.1 (+4.3) 35.6 (+6.7) 17.2 (+1.8) 19.6 (+1.8) 
lowa 20.8 ( +4.6) 16.7 (+1.6) 34.4 ( +4.6) 22.6 (+2.4) 28.4 (+4.2) 18.0 (+3.0) 26.2 (+2.9) 18.7 (+1.2) 20.4 (+1.1) 
Kansas 22.8 ( +5.7) 15.4 (+1.4) 35.2 ( +5.6) 19.8 (+2.1) 20.4 (+3.8) 13.4 (+2.2) 26.1 (+3.5) 16.4 (+1.0) 17.7 (+1.0) 
New York 20.4 ( +5.6) 12.7  (+1.5) 34.8 ( +6.3) 16.6 (+2.5) 24.2 (+6.1) 15.4 (+3.2) 25.3 (+3.7) 14.3 (+1.2) 16.2 (+1.2) 
North Carolina 30.3 ( +7.4) 17.4 (+2.0) 39.3 ( +7.4) 21.0 (+2.8) 22.4 (+5.0) 11.0 (+2.7) 31.6 (+4.6) 17.4 (+1.4) 19.8 (+1.4) 
Rhode Island 19.3 ( +4.3) 13.8 (+1.4) 28.8 ( +5.2) 18.2 (+2.1) 22.7 (+4.7) 12.7 (+2.2) 22.7 (+2.9) 15.0 (+1.1) 16.2 (+1.0) 
South Carolina 27.7 ( +6.4) 16.8 (+1.6) 32.8 ( +5.2) 21.9 (+2.4) 25.1 (+5.6) 15.5 (+2.9) 28.8 (+3.8) 18.1 (+1.2) 19.7 (+1.1) 
Total 24.5 (+3.0) 15.4 (+08) 34.4 (+2.9) 19.5 (+1.3) 24.0 (+2.7) 144 (+1.5) 27.4 (+1.9) 16.5 (+06) 18.4 (+0.6) 
* Body mass index >30 kg/m*. 

‘Confidence interval. 
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Folate Status in Women 
of Childbearing Age, by Race/ 
Ethnicity — United States, 
1999-2000 


In September 1992, the U.S. Public Health Service (PHS) 
recommended that women of childbearing age (i.e., aged 15- 
44 years) who are capable of becoming pregnant should con- 
sume 400 yg of the B-vitamin folic acid to reduce the number 
of cases of spina bifida and anencephaly (neural tube defects 
(NTDs}) (7). Since then, an ongoing national effort has 
encouraged women to consume dietary supplements contain- 
ing folic acid (2). In 1998, the Food and Drug Administra- 
tion (FDA) required the fortification of enriched cereal grain 
products with folic acid (3), and manufacturers have volun- 
tarily added more folic acid to many ready-to-eat breakfast 
cereals (CDC, unpublished data, 2002). To assess temporal 
changes in serum and red blood cell (RBC) folate concentra- 
tions among childbearing-aged women, CDC compared folate 
concentrations for childbearing-aged women who participated 
during 1988-1994 and 1999-2000 in the National Health 
and Nutrition Examination Survey (NHANES). This report 
outlines the results of this comparison and describes serum 
and RBC folate levels by race/ethnicity. The results indicate 
that over the period studied, the median serum folate con- 
centration for women aged 15-44 years increased approxi- 
mately threefold, and the median RBC folate concentration 
increased approximately twofold. These findings indicate that 
the national health objective for 2010 to increase the median 
RBC folate level among women of childbearing age to 220 


ng/mL RBC (objective 16.16b) has been met for Mexican- 
American* and non-Hispanic white women but not for non- 
Hispanic black women. To reduce the number of pregnancies 
affected by NTDs further, all women of childbearing age 
capable of becoming pregnant should consume the PHS- 
recommended level of folic acid daily (1). 

Both NHANES 1988-1994 and NHANES 1999-2000 
used a stratified, multistage probability sample of the civil- 
ian, U.S. noninstitutionalized population. NHANES 1988- 
1994 included persons aged >2 months, and NHANES 
1999-2000 included persons of all ages. A household inter- 
view and a physical examination were conducted for each 
survey participant. During the physical examination, blood 
was collected by venipuncture for all persons aged >1 year. 
Serum and RBC folate were measured in CDC’s NHANES 
Central Laboratory for both NHANES 1988-1994 and 
NHANES 1999-2000 by using the Bio-Rad Quantaphase 
II’ simultaneous folate/vitamin B12 radioassay (Bio-Rad 
Laboratories, Hercules, California) (4). Long-term quality- 
control data for these assays, including overlapping control 
materials that were used in both surveys, indicated no 
analytical drift; results of all external proficiency testing 
challenges were graded as satisfactory. 

From NHANES 1988-1994 to NHANES 1999-2000, 

median serum folate concentrations for women aged 15—44 
years increased from 4.8 to 13.0 ng/mL. The 10th percentile 
increased from 2.3 to 6.4 ng/mL, and the 75th percentile 
increased from 7.8 to 18.1 ng/mL (Table 1). Serum folate 
concentrations increased for each of the three racial/ethnic 
populations for which estimates could be made (Table 2); in 
NHANES 1999-2000, the median serum folate concentra- 
tion was highest for non-Hispanic whites (13.8 ng/mL) and 
lowest for non-Hispanic blacks (10.2 ng/mL). Similar results 
were obtained for RBC folate, a better measure of long-term 
folate status. Median RBC folate concentrations for women 
aged 15—44 years increased from 159.9 to 263.6 ng/mL RBC 
(Table 1). RBC folate concentrations increased for all racial/ 
ethnic groups studied (Table 2). In NHANES 1999-2000, 
the highest RBC folate concentrations occurred among non- 
Hispanic white women (median: 278.1 ng/mL RBC) and were 
lowest among non-Hispanic black women (median: 213.8 
ng/mL RBC), 
Reported by: /D Erickson, DDS, | Mulinare, MD, Q Yang, PhD, 
National Center on Birth Defects and Developmental Disabilities; 
CL Johnson, MSPH, National Center for Health Statistics; C Pfeiffer, 
PhD, EW Gunter, National Center for Environmental Health; 
WH Giles, MD, BA Bowman, PhD, National Center for Chronic 
Disease and Health Promotion, CDC. 





“Numbers for other Hispanic women were too small for meaningful analysis. 
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TABLE 1. Selected percentiles of serum (in ng/mL) and red blood cell (RBC) folate concentrations (in ng/mL RBC) for women aged 
15—44 years — National Health and Nutrition Examination surveys, United States, 1988-1994 and 1999-2000 





Percentile 





10th 25th 





50th 75th 90th 





No. ng/mL (95% Ci") ng/mL (95% Cl) 


ng/mL (95% Cl) ng/mL (96% Cl) ng/mL (95% Cl) 





Serum folate 
1988-1994 5,616 2.3 (2.2-2.4) 3.1 (3.0—3.4) 
1999-2000 1,648 6.4 (5.8-7.0) 9.1 (8.7-9.5) 
RBC folate 


1988-1994 5,254 92.2 ( 88.5— 95.8) 119.5 (115.9-123.4) 
1999-2000 1,656 166.2 (157.8-174.7) 204.7 (198.6-210.8) 


48 ( 4.5— 5.2) 7.8 ( 7.3— 8.3) 11.7 (10.9-12.8) 
13.0 (12.1-13.8) 18.1 (16.6-19.5) 26.1 (22.5-29.8) 


159.9 (153.6-168.6) 222.3 (214.2-232.2) 296.6 (284.9-315.2) 
263.6 (248.3-278.9) 343.0 (324.9-361.1) 432.6 (411.9-453.3) 





“Confidence interval 


Editorial Note: Results from NHANES 1999—2000, which 
was conducted after implementation of food fortification and 
educational efforts to increase folate consumption, indicate 
that these public health actions have been effective in increas- 
ing folate status among U.S. women of childbearing age. The 
findings are consistent with reports of improved folate status 
in selected subsets of the U.S. population (5,6) and the 
results from the 1999 sample of NHANES 1999-2000 (7). 
In 1999, the median serum folate concentration was 14.5 ng/ 
mL, and the median RBC folate concentration was 293 ng/ 
mL RBC, somewhat higher than the 1999-2000 results. Both 
serum and RBC folate concentrations for the 2000 sample of 
NHANES 1999-2000 were lower than the 1999 sample. 
Annual variations in estimates from NHANES can be 
expected because of the size of the yearly sample and the 
nature of the sampling design, and these differences might be 
explained by sampling variability. Other possible explanations 
include reduced consumption of foods and supplements con- 
taining folic acid, a decrease in the folic acid content of forti- 
fied foods (8), or undetected variations in laboratory 
technique. Because of the high level of long-term assay qual- 
ity-control, changes in laboratory technique probably do not 
account for the lower folate concentrations in 2000. Another 
line of evidence suggesting that variations in laboratory tech- 
nique are not likely to explain the lower folate concentrations 
in 2000 is that vitamin B12 concentrations in women of child- 
bearing age did not change from NHANES 1988-1994 to 


TABLE 2. Median serum (in ng/mL) and red blood cell (RBC) folate concentrations (in ng/mL RBC) for 
women aged 15-44 years, by race/ethnicity — National Health and Nutrition Examination 


surveys, United States, 1988-1994 and 1999-2000 


NHANES 1999-2000, even though they are measured 
simultaneously in the same assay as the folate concentrations. 
Women of each of the three racial/ethnic populations com- 
pared had substantial increases in serum and RBC folate con- 
centrations over time, indicating that women of all racial/ 
ethnic groups examined have benefitted from the public health 
actions to improve folate status. However, disparities in blood 
folate concentrations among racial/ethnic groups remain. 
Women of childbearing age in the United States who are 


capable of becoming pregnant should consume 400 yg (0.4 


mg) of folic acid per day to reduce their risk for having a 
pregnancy affected with spina bifida or other NTDs (/). The 
use of vitamin supplements containing folic acid before and 
during early pregnancy reduces the risk for NTDs (J). 
Increases in the reported use of vitamin supplements have 
been small (9). Because approximately 50% of all pregnan- 
cies are unplanned, and because NTDs occur early in preg- 
nancy before many women are aware that they are pregnant, 
food fortification is probably the most important approach 
to delivery of folic acid at conception and during early pregnancy. 

The data presented in this report are subject to at least one 
limitation. Because the sample size in NHANES 1999-2000 
is smaller than that of NHANES 1988-1994, more data are 
necessary to allow more detailed analyses of trends in blood 
folate concentrations in all population subgroups, particularly 
among young women of varying socioeconomic status. 

One of the national health objectives for 2010 is to increase 
the proportion of pregnancies begun with an optimum folic 
acid level by increasing the 
median RBC folate level to 
220 ng/mL RBC among 





Non-Hispanic white 


Non-Hispanic black 


Mexican-American‘ 





No. ng/mL (95% Cl*) No. 


ng/mL (95% Cl) 


women aged 15-44 years 


No. __ng/mL_(95% Cl) (objective 16.16b) (/0). 





Serum folate 


1988-1994 1,582 5.1 ( 4.7— 5.5) 1,779 4.0 (3.9— 4.2) 
1999-2000 543. 13.8 (12.5-15.1) 359 10.2 (9.7-10.6) 


RBC folate 


1988-1994 1,589 169.2 (160.0-177.6) 1,785 123.6 (121.1-128.4) 1,631 157.2 (147.5-167.0) 
1999-2000 545 278.1 (259.5-296.7) 363 213.8 (195.5-232.0) 586 247.9 (233.0-262.8) 


On the basis of NHANES 
1999-2000, this objective 
has been met for non- 


1,648 44 ( 4.2- 4.8) 
584 11.4 (10.1-12.8) 


Hispanic white and 





*Confidence interval. 


Numbers for other Hispanic women were too small for meaningful analysis. 


Mexican-American women 
but has not been met for 
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non-Hispanic black women. For the number of pregnancies 
affected by NTDs to be reduced further, all women of child- 
bearing age capable of becoming pregnant should consume 


the PHS-recommended level of folic acid daily (J). 
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Progress Toward Global 
Dracunculiasis Eradication, 
June 2002 


In 1986, when the World Health Assembly first adopted a 
resolution calling for the eradication of dracunculiasis (Guinea 
worm disease), an estimated 3.5 million persons in 20 coun- 
tries had the disease, and approximately 120 million persons 
were at risk for infection (/,2). By December 2001, annual 
incidence of dracunculiasis had decreased approximately 98%, 
and seven countries (Cameroon, Chad, India, Kenya, Paki- 
stan, Senegal, and Yemen) in which dracunculiasis had been 
endemic previously had eliminated the disease (3). 
[his report describes the status of the global Dracunculiasis 
Eradication Program (DEP)* as of June 2002. The findings 





program part include the ministries of health in 20 countries in 
1 iliasi or was endemic, The Carter Center, United Nations 
ns Fund (UNICEF), World Health Organization, Bill and Melinda 


oundation, other bilateral and private donors, U.S. Peace Corps, and 


*Major 


indicate that DEP has succeeded in reducing incidence of 
dracunculiasis substantially; the disease can be eradicated if 
the remaining 13 countries in which it is endemic detect and 
contain transmission from the final cases. 

For surveillance purposes, village-based health-care work- 
ers search for infected persons in each village in which disease 
is endemic and complete a register that provides a basis for 
monthly zonal, district, and national surveillance reports (3). 
During 2001, dracunculiasis was endemic in 13 African coun- 
tries (Benin, Burkina Faso, Central African Republic, Céte 
d'Ivoire, Ethiopia, Ghana, Mali, Mauritania, Niger, Nigeria, 
Sudan, Togo, and Uganda) (2002 population: 353.5 million). 
These countries reported 63,717 cases from 6,122 villages 
(4); 3,921 (64%) of these villages were in Sudan, which 
reported 49,471 


(78%) cases. 

During January—June 2002, a total of 21,164 cases were 
reported, including 14,986 (71%) from Sudan. In countries 
other than Sudan, 6,158 indigenous cases were reported dur- 
ing January—June 2002, a decrease of 26% from the 8,349 
cases those countries reported during the same period in 2001 
and 53% from the 13,142 cases reported during the same 
period in 2000 (5). During January—June 2002, Ghana (3,076 
cases) and Nigeria (1,993 cases) accounted for 82% of the 
cases reported outside of Sudan; 2,005 (33%) cases were 
reported from five districts in Ghana's northern region. A 
total of 27 cases were exported from one country to another, 
including 16 from Sudan, five from Togo, four from Ghana, 
one from Nigeria, and one from Burkina Faso. Mauritania 
has reported two indigenous cases of dracunculiasis, Uganda 
has reported four cases, Benin and Ethiopia appear close to 
interrupting transmission, and dracunculiasis is now confined 
to relatively restricted areas in Céte d'Ivoire and Mali. In 
addition, the World Health Organization (WHO) is verify- 
ing the occurrence of endemic transmission of dracunculiasis 
and the extent of the disease in the Central African Republic. 
During January—June 2002, the incidence of dracunculiasis 
in southeastern Nigeria, the country’s most highly endemic 
zone, declined 80% compared with the same period in 2001. 

Interventions in all 13 countries, including those parts of 
Sudan not affected by the civil war, have been intensified since 
mid-2000. For example, cloth filters were distributed in 13 
countries to all households in 63% of villages in which the 
disease is endemic and in 85% of such villages excluding Sudan 
(Table) (5,6). During January-June 2002, external 
advisors provided programs with 176 person-months of 
in-country supervisory assistance compared with 88 person- 
months during 2000. To prevent further transmission of the 
infection, some national eradication programs (e.g., in Togo 


and Ghana) are emphasizing the voluntary physical isolation 
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TABLE. Number of indigenous dracunculiasis cases reported, number of villages with endemic disease’, and percentage of vil- 
lages with endemic disease, by country and interventiont, January-June 2002 





Percentage of villages with endemic disease 





Reported number 
of villages with 
endemic disease 


No. indigenous 


Country cases reported 


Reporting 
monthly 


With With >1 Provided 
filters in all source of health 
households safe water education 


Using 
Abate® 


% of cases 
contained 





Sudan 
Ghana 
Nigeria 

Togo 

Burkina Faso 
Céte d'Ivoire 
Benin 

Mali‘ 
Ethiopia 17 15 
Niger 13 50 
Uganda 4 6 
Mauritania 2 25 


14,986 
3,076 
1,993 

531 
259 
182 
50 
31 


5,110 
1,047 
890 
212 
211 
35 

46 


57 
97 
99 
92 
94 


100 
100 


52 1 
79 17 
98 33 
93 86 
56 24 
65 65 
78 80 

12 


49 75 
43 96 
55 NAS 
NA NA 
82 64 
65 70 
80 80 
35 

33 

54 

65 

77 


51 
67 
64 
63 
78 
98 
93 
65 
86 71 

17 
77 54 
96 4 


88 





* As of month of last report 
Data are provisional 
« No current data available 


Interventions for Ansongo, Gao, and Tominian districts 


of patients in health facilities or temporary structures when 
worms are emerging. 

Reported by: The Carter Center, Atlanta, Georgia. World Health 
Organization Collaborating Center for Research, Training and 
Eradication of Dracunculiasis; Div of Parasitic Diseases, National Center 
for Infectious Diseases, CDC. 

Editorial Note: Dracunculiasis is a parasitic infection caused 
by Dracunculus medinensis. Persons become infected by drink- 
ing water from ponds contaminated by copepods (water fleas) 
that contain immature forms of the parasite. A year after 
entering the infected person, adult worms 1-meter (approxi- 
mately 40 inches) long emerge through skin lesions, usually 
on the lower limbs, which frequently develop severe second- 
ary bacterial infections. No effective treatment or vaccine for 
the disease exists, and infected persons do not become 
immune to future infections by the parasite. However, 
dracunculiasis can be prevented by filtering drinking water 


through a finely woven cloth, by treating contaminated water 


with the larvicide Abate“ (temephos), by educating persons 


to avoid entering water sources when worms are emerging 
from their bodies, and by providing clean water from bore- 
hole wells or from protected hand-dug wells. 

During January—June 2002, dracunculiasis continued to 
decline; the two major remaining endemic foci of the disease 
are in southern Sudan and northern Ghana. Increased efforts 
to stop transmission of dracunculiasis in northern Ghana are 
being carried out by the government and its partners (i.e., 
The Carter Center, United Nations Children’s Fund 
[UNICEF], WHO, U.S. Peace Corps, Ghana Red Cross 


Society, and various bilateral donors and nongovernment 
organizations involved with providing safe sources of drink- 
ing water). These efforts are expected to result in reductions 
similar to those recorded in southeast Nigeria. In southern 
Sudan, the 19-year-old civil war is the main reason for the 
high rate of disease. If the intensified political negotiations 
now under way between the two sides in Sudan succeed in 
ending hostilities, full access to the final areas of endemic 
dracunculiasis in southern Sudan might be possible soon. After 
the war ends and health-care workers gain access to this area, 
at least 4—5 years will be required to eliminate dracunculiasis, 
given the extent to which the disease is endemic and southern 
Sudan's enormous size, geographic barriers, and poor infra- 
structure and communications networks. With the devotion 
of sufficient resources and the resolution of civil conflict, 
Sudan and the other countries in which dracunculiasis is 
endemic can eradicate this disease. 
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West Nile Virus Activity — 
United States, September 5-11, 2002, 
and Texas, January 1-September 9, 2002 


This report summarizes West Nile virus (WNV) surveil- 
lance data reported to CDC through ArboNET and by states 
and other jurisdictions as of 7:30 a.m. Mountain Daylight 


lime, September 11, 2002. 


United States 

During the reporting period of September 5—September 11, 
a total of 464 laboratory-positive human cases of WNV- 
associated illness were reported from Illinois (n=127), Michi- 
gan (n=87), Ohio (n=53), Missouri (n=38), Indiana (n=32), 
Texas (n=24), Mississippi (n=18), Louisiana (n=17), Nebraska 
n=11), New York (n=nine), South Dakota (n=six), Massa- 
chusetts (n=five), Minnesota (n=five), Wisconsin (n=five), 


Florida (n=four), Tennessee (n=four), Arkansas (n=three), 
Maryland (n=three), Connecticut (n=two), the District of 
Columbia (n=two), Kentucky (n=two), New Jersey (n=two), 
Virginia (n=two), Alabama (n=one), California (n=one), and 
Oklahoma (n=one). During this period, New Jersey reported 
its first human cases for 2002, and California reported its 
first WNV activity ever. During the same period, WNV 
infections were reported in 794 dead crows, 625 other dead 
birds, 533 horses, and 630 mosquito pools. 

During 2002, a total of 1,201 human cases with laboratory 
evidence of recent WNYV infection have been reported from 
Illinois (n=292), Louisiana (n=222 22 


), Mississippi (n=122), 


> 


Michigan (n=116), Ohio (n=93), Missouri (n=75), Texas 
n=67), Indiana (n=42), Tennessee (n=23), New York (n=22), 
Nebraska (n=15), Alabama (n=14), South Dakota (n=13), 
Kentucky (n=12), Wisconsin (n=11), Minnesota (n=eight), 
Massachusetts (n=seven), Arkansas (n=six), Florida (n=six), 
Georgia (n=six), Maryland (n=five), Virginia (n=five), North 
the District of 


Dakota (n=four), Connecticut (n=three), 


Columbia (n=three), Oklahoma (n=three), New Jersey 


n=two), California (n=one), lowa (n=one), Pennsylvania 
n=one), and South Carolina (n=one) (Figure 1). Among the 
patients with available data, the median age was 54 years 
range: 9 months—99 years); 532 (53%) were male, and the 
dates of illness onset ranged from June 10 to September 6. A 
total of 43 human deaths have been reported. The median 
age of decedents was 79 years (range: 48—99 years); 26 (60%) 
deaths were among men. In addition, 4,037 dead crows and 
2,857 other dead birds with WNV infection were 


reported from 39 states, New York City, and the District of 


Columbia; 1,692 WNYV infections in mammals (all equines) 
have been reported from 29 states (Alabama, Arkansas, 


Colorado, Florida, Georgia, Illinois, Indiana, lowa, Kansas, 


FIGURE 1. Areas reporting West Nile virus (WNV) activity — 
United States, 2002* 
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* As of 7:00 a.m. Mountain Daylight Time, September 11, 2002 


Kentucky, Louisiana, Maryland, Minnesota, Mississippi, 
Montana, Nebraska, New Mexico, New York, North Dakota, 
Ohio, Oklahoma, Pennsylvania, South Carolina, South 
Dakota, Tennessee, Texas, Vermont, Virginia, and Wyoming). 
During 2002, WNYV seroconversions have been reported in 
173 sentinel chicken flocks from Florida, Nebraska, Pennsyl- 
vania, and New York City; 2,577 WNV-positive mosquito pools 
have been reported from 21 states (Alabama, Arkansas, Con- 
necticut, Delaware, Georgia, Illinois, Indiana, Kentucky, Mary- 
land, Massachusetts, Mississippi, Nebraska, New Hampshire, 
New Jersey, New York, Ohio, Pennsylvania, South Dakota, 
Texas, Vermont, and Virginia), New York City, and the 
District of Columbia. 


Texas 

During January 1—September 9, 2002, the Texas Depart- 
ment of Health (TDH) identified 67 persons with WNV- 
associated encephalitis; 24 cases were laboratory confirmed, 
and 43 were classified as probable. One case was fatal. 

Among 63 patients with available data, the median age was 
55 years (range: 20-85 years); 57% were male. Cases have 
been reported in 12 counties, with 42 cases reported in Har- 
ris County (Figure 2). The attack rate was 0.3 per 100,000 
population in Texas and 1.2 in Harris County. In all but two 
counties, human cases were preceded by the identification of 
WNYV in other species. 

WNYV activity has been detected in 76 of Texas’ 254 coun- 
ties. Positive mosquito pools (132) have been found in 11 
counties, positive birds (210) in 13 counties, and WNV- 


associated encephalitis in 297 horses in 62 counties. 


(Continued on page 823) 
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FIGURE I. Selected notifiable disease reports, United States, comparison of provisional 4-week totals ending September 7, 2002, 
with historical data 


DISEASE DECREASE cose “Oe 


Hepatitis A, Acute 400 

Hepatitis B, Acute 369 

Hepatitis C; Non-A, Non-B, Acute 85 
Legionellosis 94 


Measles, Total 


3 


Meningococcal Infections 77 


Mumps 6 


Pertussis 


Rubella 





0.03125 0.0625 0.125 0.25 0.5 


Ratio (Log Scale)' 


| | Beyond Historical Limits 


* No rubella cases were reported for the current 4-week period yielding a ratio for week 36 of zero (0) 


T Ratio of current 4-week total to mean of 15 4-week totals (from previous, comparable, and subsequent 4-week periods for the past 5 years). The point where the hatched area begins 
is based on the mean and two standard deviations of these 4-week totals 


TABLE |. Summary of provisional cases of selected notifiable diseases, United States, cumulative, week ending September 7, 2002 (36th Week)* 


Cum. Cum. Cum. Cum. 
2002 2001 2002 2001 
Anthrax 2 1 Encephalitis: West Nile" 134 25 
Botulism foodborne 11 33 Hansen disease (leprosy)' 54 48 
infant 40 67 Hantavirus pulmonary syndrome’ 10 6 
other (wound & unspecified) 15 12 Hemolytic uremic syndrome, postdiarrheal' 125 
Brucellosis’ 48 91 HIV infection, pediatric’’ 116 
Chancroid 50 Plague - 
Cholera 6 Poliomyelitis, paralytic . . 
Cyclosporiasis* Psittacosis' 17 us 
Diphtheria 2 Q fever’ 24 18 
Ehrlichiosis: human granulocytic (HGE)' 5 Rabies, human 2 1 
human monocytic (HME)' Streptococcal toxic-shock syndrome’ 61 58 
other and unspecified Tetanus 18 26 
Encephalitis: California serogroup viral’ Toxic-shock syndrome 79 85 
eastern equine’ Trichinosis 12 13 
Powassan' - - Tularemia’ 49 101 
St. Louis* - Yellow fever 1 - 
western equine’ 
-:No reported cases. 
* Incidence data for reporting year 2001 and 2002 are provisional and cumulative (year-to-date) 
. Not notifiable in all states. 


* Updated monthly from reports to the Division of HIV/AIDS Prevention — Surveillance and Epidemiology, National Center for HIV, STD, and TB Prevention 
(NCHSTP). Last update July 28, 2002 
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(36th Week)" 


TABLE Il. Provisional cases of si 


elected notifiable diseases, United States, w 


eeks ending September 7, 2002, and September 8, 2001 














Reporting Area 


Chlamydia’ 


Cryptosporidiosis 


Escherichia coli, Enterohemorrhagic 





0157:H7 


Shiga Toxin Positive, 
Serogroup non-0157 














Cum. Cum. Cum. 
2001 2002 2001 


2001 2002 


Cum. Cum. Cum. Cum. 
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Cum. Cum. 
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26,945 512,125 526,166 
981 18,141 16,435 
26 1,097 891 
23 1,083 947 
11 591 420 
532 7,440 7,056 
70 1,872 2,005 
19 6,05 5,116 
6,909 57 442 
042 9,055 
732 20,692 
153 10,115 
982 17,580 
909 96,483 
360 25,054 
223 10,531 
879 29,411 
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3 13 12,584 
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4 1 1,340 
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N: Not notifiable 






July 28, 2002 


U: Unavailable 
* Incidence data for reporting year 2001 and 2002 are prov 
Chlamydia refers to genital infections 
Updated monthly from reports to 


-- No reported cases 


C.N.M.|.: Commonwealth of Northern Mariana Islands 
isional and cumulative (year-to-date) 

caused by C. trachomatis 

the Division of HIV/AIDS Prevention — Surveillance and Epidemiology, National 


Center for HIV, STD, and TB Prevention. Last update 
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TABLE Ii. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending September 7, 2002, and September 8, 2001 
(36th Week)* 





Haemophilus influenzae, 
Escherichia coli, Invasive 


Enterohemorrhagic pis Age <5 Years 
Shiga Toxin Positive, All Ages, Serotype 
B 


Not Serogrou Giardiasis Gonorrhea All Serotypes 
Cum. Cum. Cum. Cum. Cum. Cum. Cum. Cum. 
Reporting Area 2002 2001 2002 2002 2001 2002 2001 2002 


UNITED STATES 33 8 10,438 216,674 242,652 1,091 1,062 18 


NEW ENGLAND - 1 1,089 4,579 77 79 
Maine . - 131 100 1 
N.H - - 29 123 7 
Vt - 84 48 6 
Mass . - 533 : 2,168 38 
R.1 - - 101 525 10 
Conn . 211 1,615 15 
MID. ATLANTIC - 2,242 , 28,214 
Upstate N.Y - - 765 , 5,528 86 
: : 877 y 8,644 45 
220 . 5,278 
380 8,764 
E.N. CENTRAL 1,885 , 50,270 
Ohio 601 13,760 
Ind - - - 4,479 
tl - : 421 ; 16,292 
Mich - 567 11,645 
Wis - - 296 ’ 4,094 
W.N. CENTRAL 1,272 11,384 
Minn - - 472 1,746 
- 199 890 
323 5,860 
11 25 
48 189 
116 831 
103 


1,920 
32 

76 

29 
179 
35 



































nN 
@ 
mM WwW, 


fe2) 
Oo. 


70 
604 
895 


—n 
ONWN, 


i! 


Le) 


E.S. CENTRAL 
Ky 

Tenn 

Ala 

Miss 


W.S. CENTRAL 
Ark 

La 

Okla 

Tex 


MOUNTAIN 
Mont 

idaho 

Wyo 

Colo 

N. Mex 

Ariz 

Utah 

Nev 


PACIFIC 
Wash 
Oreg 
Calif 
Alaska 
Hawaii 


= —h > 
ANWNNPY GThlLAN 


WwW 


Amer. Samoa U U 
C.N.M.1 - U 13 


N: Not notifiable U: Unavailable - : No reported cases 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending September 7, 2002, and September 8, 2001 
(36th Week)* 





Haemophilus influenzae, invasive 
Age <5 Years Hepatitis (Viral, Acute), By Type 
Non-Serotype B Unknown Serotype 4 B C; Non-A, Non-B 
Cum. Cum. Cum. Cum. b ’ Cum. Cum. Cum. Cum. 
Reporting Area 2002 2001 2002 2001 2002 2001 2002 2001 
JNITED STATES 176 175 1 619 4,879 217 2,815 
NEW ENGLAND 8 13 : 4 89 2 30 
Maine ] } 5 
N.H 1 - 10 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending September 7, 2002, and September 8, 2001 
(36th Week)* 





Measles 
Legionellosis Listeriosis Lyme Disease Malaria Total 

Cum. Cum. Cum. Cum. Cum. Cum. Cum. Cum. Cum. 

Reporting Area 2002 2001 2002 2001 2002 2001 2002 2001 2002 

UNITED STATES 641 677 325 408 8,542 10,409 809 1,043 19" 


NEW ENGLAND 55 39 41 1,869 3,071 44 68 
Maine 2 5 4 - 53 - 4 4 
N.H 4 7 4 166 55 6 

Vt 21 4 2 17 12 

Mass 20 701 944 

RI 1 186 267 

Conn 10 746 1,793 

MID. ATLANTIC 66 5,440 5,495 

Upstate N.Y 32 3,411 1,945 

N.Y. City 14 82 59 

N.J 7 390 1,819 
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TABLE ll. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending September 7, 2002, and September 8, 2001 
(36th Week)* 
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* Incidence data for reporting year 2001 and 2002 are provisional and cumulative (year-to-date) 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending September 7, 2002, and September 8, 2001 
(36th Week)* 
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N: Not notifiable U: Unavailable - : No reported cases 
* Incidence data for reporting year 2001 and 2002 are provisional and cumulative (year-to-date). 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending September 7, 2002, and September 8, 2001 
(36th Week)* 





Streptococcal Disease, Streptococcus pneumoniae, Streptococcus pneumoniae, 
Shigellosis Invasive, Group A Drug Resistant, Invasive Invasive (<5 Years) 
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TABLE Ii. (Continued) Provisional cases of selected notifiable diseases, 
(36th Week)* 





United States, weeks ending September 7, 2002, and September 8, 2001 
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Syphilis Typhoid 
Primary & Secondary Congenital Tuberculosis Fever 
Cum. | Cum. Cum. | Cum. Cum. Cum. Cum. Cum. 
Reporting Area 2002 2001 2002 2001 2002 2001 2002 2001 
UNITED STATES 4,201 4,057 213 355 7,771 9,297 172 236 
NEW ENGLAND 95 36 3 260 319 12 12 
Maine 2 - - 10 12 - 1 
N.H 3 1 9g 11 1 
Vt 1 2 - - 4 - - 
Mass 64 18 2 146 169 g 9 
RI 5 7 - 25 42 . . 
Conn 20 8 1 70 81 3 1 
MID. ATLANTIC 466 344 37 53 1,480 1,545 41 77 
Upstate N.Y 24 15 4 3 221 239 6 14 
N.Y. City 278 191 15 27 756 777 20 32 
N.J 92 78 17 23 332 345 12 27 
Pa 72 60 1 171 184 3 4 
E.N. CENTRAL 717 706 29 53 823 959 15 30 
Ohio 98 59 1 2 132 187 5 3 
ind 49 116 - 8 76 70 2 2 
Nl 203 234 21 34 408 454 1 16 
Mich 353 278 5 166 199 3 5 
Wis 14 19 4 41 49 4 4 
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Minn 34 26 2 152 159 3 4 
lowa 2 4 - 17 18 - : 
Mo 19 14 5 102 92 1 4 
N. Dak - - 1 3 - - 
S. Dak a4 10 - 
17 27 3 
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Del ce) 10 - - 15 - . 
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N.C 204 322 17 10 225 232 1 2 
S.C 82 181 5 18 116 130 : . 
Ga 235 262 7 18 295 309 8 7 
Fla 355 357 12 29 580 659 12 3 
E.S. CENTRAL 329 438 11 24 489 569 4 1 
Ky 65 31 2 - 94 84 4 - 
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Amer. Samoa U U U U U U U U 
C.N.M.1 15 U - U 29 U - U 
































N: Not notifiable U: Unavailable 











No reported cases 
* Incidence data for reporting year 2001 and 2002 are provisional and cumulative (ye 
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TABLE Ill. Deaths in 122 U.S. cities,“ week ending September 7, 2002 (36th Week) 





All Causes, By Age (Years) 
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U: Unavailable No reported cases 


* Mortality data in this table are voluntarily reported from 122 cities in the United States, most of which have populations of >100,000. A death is reported by the place of its 


occurrence and by the week that the death certificate was filed. Fetal deaths are not included 


' Pneumonia and influenza 


Because of changes in reporting methods in this Pennsylvania city, these numbers are partial counts for the current week. Complete counts will be available in 4 to 6 weeks 


* Total includes unknown ages 
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(Continued from page 812) 


FIGURE 2. Number of West Nile virus cases in humans‘, by 
county — Texas, January 1-September 9, 2002 
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Additional information about WNV activity in Texas is 
available at http://www.tdh.state.tx.us. Additional informa- 
tion about WNV activity is available at http://www.cdc.gov/ 
ncidod/dvbid/westnile/index.htm and http://www.cindi.usgs. 
gov/hazard/event/west_nile/west_nile.html. 


Public Health Dispatch 





Investigation of Blood Transfusion 
Recipients with West Nile Virus Infections 


An investigation conducted by CDC, the Food and Drug 
Administration (FDA), the American Red Cross, and state 
health departments in Georgia and Florida has confirmed 
transmission of West Nile virus (WNYV) from a single organ 
donor to four organ recipients (/). During treatment for 
injuries that eventually proved fatal, the organ donor received 


numerous transfusions of blood products. However, the source 
of the organ donor's infection remains unknown. 

Subsequently, CDC has been informed of four other 
patients with WNV infection diagnosed after receiving units 
of blood in the weeks before WNV diagnosis. Because each 
of these patients resided in areas with high levels of WNV 
activity, the most likely mode of infection is mosquito expo- 
sure. To rule out blood transfusion-associated transmission, 
investigations are ongoing and efforts are under way to con- 
tact donors of blood given to these patients and other recipi- 
ents of blood from these donors for follow-up and WNV 
testing. In each instance, precautionary measures have included 
a withdrawal of any remaining blood products obtained from 
the donors whose blood was given to these patients. 

The investigations of the organ donor and four other trans- 
fusion recipient patients involve follow-up of approximately 
100 donors. Initial testing by a quantitative polymerase chain 
reaction (PCR) assay (TaqMan®) of stored blood specimens 
obtained from the blood donors at the time of donation has 
been completed for two investigations. In one investigation, 
both donors tested negative for WNV. In the second investi- 
gation, in which specimens for 15 of 17 donors were avail- 
able, specimens from three donors had evidence of WNV viral 
RNA, suggesting that these donors might have had WNV 
infection at the time of donation. In addition, plasma 
derived from a donation by one of these three donors also 
had evidence of WNV RNA. These results are preliminary 
because all of the specimens available for testing in both 
investigations were initially processed and stored as part of 
routine blood collection procedures, which could affect test 
validity. Therefore, additional follow-up testing and epide- 
miologic investigation of these donors are necessary. 

In cases of suspected WNV meningitis or encephalitis in 
recent (e.g., <4 weeks before onset of illness) recipients of 
blood or organs, clinicians should contact local public health 
authorities to initiate an investigation. Serum or tissue samples 
should be retained for later studies. 

Reference 
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recipients—Georgia and Florida, 2002. MMWR 2002;51:790. 





and Human Services. 





All MMWR references are available on the Internet at http://www.cdc.gov/mmwr. Use the search function to find specific articles. 


Use of trade names and commercial sources is for identification only and does not imply endorsement by the U.S. Department of Health 


References to non-CDC sites on the Internet are provided as a service to MMWR readers and do not constitute or imply endorsement of 
these organizations or their programs by CDC or the U.S. Department of Health and Human Services. CDC is not responsible for the 
content of these sites. URL addresses listed in MMWR were current as of the date of publication. 














September 13, 2002 





The Morbidity and Mortality Weekly Report (MMWR) Series is prepared by the Centers for Disease Control and Prevention (CDC) and 
is available free of charge in electronic format and on a paid subscription basis for paper copy. To receive an electronic copy each week, send 
an e-mail message to Jistserv@listserv.cde.gov. The body content should read SUBscribe mmwr-toc. Electronic copy also is available from 
CDC's World-Wide Web server at http://www.cdc.gov/mmwr or from CDC's file transfer protocol server at fip://fip.cdc. gov/pub/publications/ 
mmwr. To subscribe for paper copy, contact Superintendent of Documents, U.S. Government Printing Office, Washington, DC 20402; 
telephone 202-512-1800. 

Data in the weekly MMWR are provisional, based on weekly reports to CDC by state health departments. The reporting week concludes 
at close of business on Friday; compiled data on a national basis are officially released to the public on the following Friday. Address 
inquiries about the MMWR Series, including material to be considered for publication, to Editor, MMWR Series, Mailstop C-08, CDC, 
1600 Clifton Rd., N.E., Atlanta, GA 30333; telephone 888-232-3228. 

All material in the MMWR Series is in the public domain and may be used and reprinted without permission; citation as to source, 
however, is appreciated. 


U.S. Government Printing Office: 2002-733-100/69058 Region 





EECCOE VO ‘VANVILY 


SSANISNGA IVIDIAAO 
(DaD) NOILN3SAS34d GNV IONLNOD 3ASV3FSICG 4O4 SHUSZLNAD 


a 
m 
4 
c 
2 
2 
W 
m 
2 
< 
2) 
m 
a 
m 
s9) 
c 
m 
1) 
4 
m 
0 


9velL XO Od 
NOLLISINDOV SIVOIGOIdAd 
ooe$ ASN SLVAINd HOA ALIVNAd 


A HORYV NNV 
ONINYNVS 1 8 NOLLVWHOSNI 1S3N008d 





vei-S0ie87 i 
€1-Ywy SEOE6 9O0CO 


g 


L000 


S3DIAURZS NYWNH ONY HL1IV3SH AO LINAWLYAVdSG 





v8Z-D ‘ON Wuled 
909/SHd 
GiVd $334 8 3DVLSOd 
VW SSV19-LSHl4 














